The proportion of cesareans has been increasing for several decades, reaching more than 30% in several countries.[@JR140012-1] Cesarean allows safe deliveries in several conditions, but the scarred uterus has been associated with long-term adverse outcomes, including dysmenorrhea, intermenstrual bleeding, infertility, and uterine rupture in future pregnancies.[@JR140012-2]

Uterine scar imaging with ultrasound and hysterosonography has gained popularity in the last decade.[@JR140012-3] [@JR140012-4] [@JR140012-5] The severity of scar defect, also known as isthmocele, has been linked with gynecological symptoms and with the risk of uterine scar dehiscence or uterine rupture at delivery.[@JR140012-2] [@JR140012-3] [@JR140012-6] [@JR140012-7] [@JR140012-8] While few studies have looked at risk factors for the presence and severity of uterine scar defect, interest in its treatment is growing.[@JR140012-9] [@JR140012-10] [@JR140012-11]

Several authors have reported improvement of gynecological symptoms after surgical repair of such scar defects.[@JR140012-11] [@JR140012-12] [@JR140012-13] However, we are not aware of any comparative studies that evaluated the risks and benefits of such repair, and it remains unclear whether surgical procedures improve the scar itself or not. We report the case of a woman with uterine scar defect who underwent laparoscopic repair with hysterosonography performed before and after the procedure.

Case Report
===========

A 38-year-old woman, gravida 1 para 1, was referred to our clinic for uterine scar evaluation. She had a cesarean, at term 6 years, earlier for maternal indication (prior lumbar traumatism). The caesarean was done in the latent phase of labor, and the hysterotomy was closed with a first locked layer followed by an imbricating second layer. A B-lynch procedure was performed to control postpartum hemorrhage secondary to uterine atonia. Three years later, the patient underwent medical evaluation for secondary infertility, including a hysterosonography that revealed a uterine scar defect with residual myometrium thickness of 2.3 mm ([Fig. 1](#FI140012-1){ref-type="fig"}). At that time, she was complaining of dysmenorrhea. Laparoscopic repair of the scar was decided. The surgery was undertaken as described after reflection of the bladder flap, the low uterine segment section, including the defect, was removed, and the hysterotomy was closed with three, single synthetic absorbable sutures.[@JR140012-14] No complication from surgery or from the postoperative period was encountered. The patient reported complete resolution of her gynecological symptoms, but the infertility problem remained. A second hysterosonography was performed 23 months after surgery and revealed the persistence of the uterine scar defect with residual myometrium thickness of 2.9 mm ([Fig. 2](#FI140012-2){ref-type="fig"}).

![Hysterosonographic picture of the isthmocele before surgery showing a 2.3 mm residual myometrium.](10-1055-s-0034-1376187-i140012-1){#FI140012-1}
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Discussion
==========

This case report indicates that laparoscopic repair of uterine scar defect can resolve gynecological symptoms without significant improvement of the uterine scar defect. We suggest that the disease mechanisms of dysmenorrhea and postmenstrual bleeding related to a previous cesarean are independent of uterine scar defect severity. We hypothesize that inclusion of endometrial tissue into the scar at the time of caesarean causes subsequent gynecological symptoms. Removal of such tissue by hysteroscopy or laparoscopy could potentially ameliorate the symptoms without changing the scar defect aspect and improving residual myometrium thickness. Finally, it remains unclear whether or not vaginal delivery is safe after such a procedure and whether the risk of uterine rupture is increased or not. While Marotta et al[@JR140012-9] recommend cesarean delivery in future pregnancies, Jeremy et al[@JR140012-11] reported vaginal delivery without complications after this type of surgery.

Several case series of hysteroscopic and laparoscopic repair of uterine scar defects have been published, but very few of them undertook imaging and evaluation of the scar defect appearance after the surgical procedure. Marotta et al reported on 13 women who underwent magnetic resonance imaging 3 months after laparoscopic repair of isthmocele with significant improvement of residual myometrium thickness. However, complete scar healing takes at least 6 to 9 months, and it is not unusual to see an increase of low uterine segment thickness at the site of the scar in the following weeks after surgery.[@JR140012-15] Moreover, it is quite surprising that 100% of women presented such improvement of residual myometrium thickness, the thinnest being 8.3 mm after repair. It is possible that closure of hysterotomy, with three single stitches in the nonpregnant state, leads to better healing than continuous layers at the time of cesarean. We suggest that magnetic resonance imaging is not the best tool to evaluate uterine scar defect in the low uterine segment.

This case and our literature review highlight the significant lack of knowledge surrounding the diagnosis, consequences, and benefits of surgical repair of uterine scar defect. We believe that in the absence of appropriate comparative studies, surgical repair of scar defect should be reserved for randomized trials. Such trials should include long-term follow-up and uterine scar evaluation with ultrasound and/or hysterosonography in nonpregnant women and ultrasound during pregnancy. Moreover, additional studies evaluating modifiable risk factors of uterine scar defect, such as type of uterine closure at cesarean, should be considered.
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